T his comprehensive review covers many of the important functional considerations in aesthetic eyelid surgery. It is clear, concise, and practical. I would like to add a few more pearls merely based on my substantially longer experience with surgery on this site.
When obtaining patient history, in addition to what is discussed in this article, one has to also be cognizant of medications that the patient could be consuming that may cause dryness of the eyes, such as antihistamines and birth control pills. In addition, many patients are not aware that they have dry eyes, and only in-depth probing about the symptoms may unveil the presence of xerophthalmia. Furthermore, patients who are tearing during the normal examination or while posing for photography commonly have dry eyes, even though the patient and physician may assume otherwise. These patients cannot go without blinking even for a short period, and what is observed is reflex lacrimation.
Failure to detect frontalis muscle compensation for the upper eyelid ptosis is one of the most common blunders that one has to avoid during the assessment of patients for periorbital rejuvenation. One has to use maneuvers that would prevent the frontalis muscle compensation such as asking them to close their eyes forcefully and then open them slowly just enough to view the examiner while resisting elevation of the eyebrows. This process may often have to be repeated several times before the right information is elicited. Also, if the patient is asked to smile, frontalis muscle compensation could be halted because many patients cannot smile and raise their eyebrows at the same time. 1 Another crucial preoperative step is looking for any existing asymmetry, which is extremely common. If the asymmetry is discovered and brought to the patient's attention preoperatively, the problem belongs to the patient. If it goes undetected, it becomes the surgeon's problem. Although sharing the preoperative photographs that prove preexisting asymmetry with the patient who is concerned about this flaw may reduce the patient's anger, it would not diminish the patient's disappointment related to the surgeon's preoperative failure to notice or acknowledge this flaw.
The authors have referred to excision of a 42-to 45-mm elliptical piece of upper eyelid skin. Although this amount of excision may serve most patients properly, it does vary significantly from patient to patient. Moreover, the amount of skin that is removed during a secondary blepharoplasty is significantly less. A skin pinch test after completion of the incision design and while the patient is in the supine position is a very reliable test. Bringing the cephalic and caudal borders of the planned excision together with a pair of smooth forceps will demonstrate whether the patient will be able to close his or her eyes while sleeping. Conducting this test while the patient is sitting up is faulty and may lead to excessive skin excision.
One important difference between the technique that some of us use and what the authors have advocated in this article relates to excision of the orbicularis during upper blepharoplasty. Although redundant skin is undesirable and should be excised in all patients, the orbicularis muscle serves to close the eye, and it is important that it be retained, particularly in senescent patients who have an attenuated orbicularis muscle. Thus, routine removal of the orbicularis muscle may not be necessary or advisable. In addition, many of us have departed from removal of fat from the temporal compartment almost completely. In fact, in most patients, we add some volume to the upper eyelid through fat injection. Nevertheless, I agree that fat in the nasal compartment can be removed conservatively in selected cases, if it protrudes.
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In dealing with the ptotic lacrimal gland, one may suspend it without "spot weld." It is not clear to me why it is necessary to weld any part of the gland before suspension. Suspension sutures are powerful and serve this purpose reliably.
Learning and implementing the Putterman 2 or the modified Putterman technique 3,4 would be extremely helpful and can help the inexperienced plastic surgeon. This operation is safe, reproducible, easy to learn, and extremely suitable for aging patients, who commonly have a mild to moderate degree of ptosis. However, it does have limitations. This procedure is less reliable or may not be effective if the ptosis is greater than 2 to 3 mm. It would also not work on patients who do not respond favorably to Neo-Synephrine (BioTeck Inc., Tigard, Ore.) eye drops.
Prevention and management of lid lag is one of the most important aspects of blepharoplasty. The authors have fully discussed prevention, which is the most appropriate approach. However, it is essential to be able to correct lid lag, when it rarely occurs, even in the most experienced hands. If the lid lag is noted in the immediate postoperative course and is minimal, usually as a consequence of swelling of the lid or dysfunction of the orbicularis muscle, it can be treated with frequent lid repositioning cephalically using a cotton swab or finger tip. When the lid lag begins later or lasts beyond 6 to 8 weeks, it is often a consequence of overresection or formation of scars and contracture of the orbital septum and the lid retractors. If the lid can be readily repositioned manually, a canthopexy or canthoplasty can correct this complication. However, the cicatricial lid lag, causing a fixed lower lid, may require more involved surgery such as release of the retractors and interposition grafts along with a canthopexy, canthoplasty, full-thickness skin graft, or even a malar lift.
Hyperpigmentation of the lower lids is a common concern for patients and can be corrected with carbon dioxide laser resurfacing at the time of surgery only if the procedure is performed through a transconjunctival approach or skin muscle flap technique. Alternatively, one may achieve this goal using a chemical peel. We have all observed that fat injection also improves the lower lid discoloration significantly.
Replacement of the lost eyelid volume has become an integral part of blepharoplasty and is going to play an even greater role in eyelid rejuvenation in the future, in my view. Judicious injection of fat in the lid-cheek junction results in the volume replacement that is often necessary for achieving an optimal outcome. Although fat injection aids in attaining better results, it can also be the source of disappointment should it result in irregularities in the eyelid or excessive or inadequate fat graft take.
Eyelid hematomas are uncommon and, if they occur, are often related to relative hypertension. The patient may not necessarily have absolute hypertension postoperatively, but the intraoperative hypotension may have prevented visibility of the transected blood vessels. When the blood pressure returns to normal or slightly higher levels, this significant differential level in the pressure may cause bleeding. Whether it is a facial rhytidectomy, breast surgery, or blepharoplasty, one has to ensure that the patient is normotensive before closure of the incision.
Finally, discussion of blindness and its management is an integral part of the blepharoplasty discussion. As soon as it is discovered, the incisions should be released, if a retrobulbar hematoma is suspected, and an immediate consultation with an ophthalmologist should be obtained along with the other measures such as use of a heavy dose of steroids and perhaps canthotomy.
I congratulate the authors on this highly edifying text. This writing is comprehensive; it emphasizes function and safety measures, and the illustrations are superb. We are indebted to the authors for this colossal contribution.
